normal epithelium at their bases, but with cubical or flattened epithelium at their extremities, where blood is effused. In some of the rugae the blood has stretched the epithelium to such an extent as to flatten it like a vascular endothelium.
Further research will be necessary to decide whether this is a common occurrence in cases of torsion: in another case examined by me it had not occurred. Perhaps it is the result of slight repeated torsion. ' It seems to point to great elasticity of the epithelium of the Fallopian tube and to its firm adherence to the subjacent tissue.
Carcinoma of a Prolapsed Cervix in a Woman, aged 77.
By HENRY RUSSELL ANDREWS, M.D.
A LITTLE over thirteen years ago1 I showed before the Section a specimen of carcinoma of the cervix of a prolapsed uterus in a single woman aged 88, treated by vaginal hysterectomy. I then commented on the fact that while chronic ulceration of the prolapsed cervix was very common, carcinoma of the prolapsed cervix was surprisingly rare. It was the first case I had seen. In the discussion that followed Dr. McCann had said that he had never seen carcinoma of the cervix with prolapse. Dr. (now Sir George) Blacker had said that he had seen one case, and thought that " in view of the important part that chronic irritation had been shown to play in the production of carcinoma, it was a most curious fact that carcinoma of the cervix was so uncommon in cases of prolapse." To-night I am showing the only other case I have seen.
A multiparous woman, aged 77, was sent to me in May of this year (1923), complaining of bleeding twenty-six years after the menopause. Sixteen years ago she was given a pessary on account of prolapse, and wore it for four years. For the last ten years she had worn a tight diaper to prevent the uterus from coming outside. For twelve months there had been almost daily bleeding, at first slight, lately more profuse. For five weeks she had been in bed on account of the bleeding. The vaginal portion of the cervix was outside the vulva, covered uniformly with red friable tissue, which bled readily. The supra,vaginal portion of the cervix was much elongated, and the atrophied body of the uterus was situated comparatively high up. I thought she had carcinoma of the cervix, but as carcinoma with prolapse is so rare I cut out a small portion for microscopical sections. The pathologist's report was:
"Solid trabecular polygonal-celled carcinoma." The section is shown under a microscope.
Vaginal hysterectomy was performed-a very easy operation in this case. I had intended to repair the pelvic floor, but, at the request of the anmesthetist, I finished the operation as quickly as possible, removing a good deal of vaginal wall and packing the cavity lightly with gauze. The patient made a very good recovery.
The uterus has shrunk so much that the elongation of the supravaginal cervix is not well seen.
DISCUSSION. Dr. CUTHBERT LOCKYER agreed with Dr. Russell Andrews' statement that carcinoma was rarely found associated with the major degrees of prolapse. He had never seen a cancer of the cervix lying outside the vulva, but had operated for primary carcinoma of the vagina in a case of procidentia, and the specimen was preserved in the Museum of the Charing Cross Hospital Medical School.
Dr. T. W. EDEN (President) said that he was not satisfied that a proper statistical inquiry would show that the incidence of cancer of the cervix was less in women with a severe degree of prolapse than in those in whom the cervix occupied its normal position in the vagina. He could think of no reason why it should be less frequent in a prolapsed uterus, and clinical impressions of frequency were often fallacious.
Dr. ANDREWS (in reply) said that he was still of the opinion, with all due deference to the President, that carcinoma of the prolapsed cervix was much rarer than one would expect, seeing that carcinoma of the cervix and prolapse were both common conditions.
Mr. VICTOR BONNEY, M.S., read a paper on "Diurnal Incontinence in THIS short communication is based on the treatment of 100 cases of dysmenorrhoea without signs of organic disease. The treatment was conducted almost entirely at the Women's Hospital, Soho Square, and was chiefly nonoperative. An effort was made to divide the cases into definite clinical types. The subject matter falls conveniently into three divisions: (1) Occupation.-Practically always sedentary-typist, clerk, leatherworker, machinist, &c. (2) State.-Sixty-seven were spinsters, thirty-three were married, but all the latter were sterile, though married for periods varying from one to sixteen years.
(3) The Menstrual Loss.-Only a minimum had an average loss lasting three or four days. Most were under three or over five days. More were associated with excessive rather than diminished loss. Some had fortnightly excessive loss, others intermittent menstruation. Menorrhagia was most common, and was usually associated with a moderate degree of pelvic hypoplasia, a condition of arrested development of the genital organs.
(4) Pain.-This was not at all constant in character, position or duration. Sometimes iliac in position, sometimes hypogastric or sacral, it occurred before, during or immediately after the flow, sometimes all three, and was commonly associated with the passage of clots, the pain diminishing or ceasing when the clots were passed. It was impossible to say that one tyDe of pain characterized, the cases in regard to time of onset, duration, site or character of the pain. Classification according to pain characteristics was found to be impossible.
(5) State of Bowels.-In half the cases constipation was severe and constituted a definite complaint. 
